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The serious health consequences associated
with substance abuse among American In-
dians' demand that policymakers examine
American Indian utilization of drug and al-
cohol treatment services and its relationship
to improving health conditions. National
outcome studies make sparse reference to
the benefits of substance abuse treatment
for American Indians. Local studies that ex-
amine American Indian data from individ-
ual programs often have small rural sam-
ples, focus primarily on alcohol treatment,
and lack a non—American Indian compari-
son group. Taking advantage of a large
treatment outcome study recently com-
pleted in California, we compared a com-
prehensive set of substance abuse treatment
outcomes among American Indians and
non—American Indians.

Although the patterns and treatment impli-
cations®™* of American Indian alcohol use
have been well documented, posttreatment
outcome studies are few, and results have
been mixed.® Westermeyer's® 10-year follow-
up of 45 hospitalized American Indians
found that only 7 improved, whereas Shore
and von Fumetti’s’ 4-year follow-up of 642
American Indian patients who received out-
patient and residential care reported that
slightly more than one quarter demonstrated
clear improvement. Walker et al.® tracked an
urban American Indian sample up to 2 years
posttreatment and documented better out-
comes among patients in outpatient care. Sev-
eral other studies that followed American
Indian patients for shorter time periods®"
found improvements such as decreases in al-
cohol consumption, adverse consequences,
and social and legal problems. Other Ameri-
can Indian treatment research has focused on
culturally infused interventions" and ado-
lescent substance use and prevention strate-
gies."**® Very few studies have examined
how American Indian adults entering treat-
ment for alcohol and drug problems fare over
time and if they do as well as other groups.
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Objectives. We examined differences in substance abuse treatment outcomes
between American Indians and their non-American Indian counterparts in Cali-
fornia, during 2000 to 2002.

Methods. A total of 368 American Indians and a matched sample of 368
non-American Indians from 39 substance abuse treatment programs in 13 Cali-
fornia counties were assessed at multiple time points. Records on arrests, driv-
ing while under the influence of alcohol or drugs, and mental health care were
obtained 1 year before and 1 year after treatment entry. Differences in pretreat-
ment characteristics, services received, treatment satisfaction, treatment com-
pletion and retention, and outcomes were examined.

Results. Pretreatment problems were similarly severe among American Indi-
ans and non-American Indians. About half in both groups either completed treat-
ment or stayed in treatment more than 90 days; American Indians in residential
care had significantly shorter treatment retention. American Indians received
fewer individual sessions and out-of-program services, especially for alcohol
abuse, but were nevertheless generally satisfied with their treatment. Both groups
improved after treatment, with American Indians demonstrating greater reduc-
tions in arrests than non-American Indians.

Conclusion. American Indians benefit from substance abuse treatment pro-
grams, although the type and intensity of services offered could be improved. ({Am

California is in a unique position to con-
tribute to the research on American Indians.
About 4.1 million people in the United States
are American Indian/Alaska Native (1.5% of
all Americans) and California has the largest
American Indian population with 627 562 in-
dividuals.” Almost 6000 American Indians
(accounting for more than 8000 admissions)
annually receive substance abuse treatment
in California. The present study capitalizes
on the comprehensive data collected from pa-
tients in 39 treatment facilities that partici-
pated in the California Treatment Outcome
Project (CalTOP). Specifically, we address 2
key research questions: (1) Aside from race/
ethnicity, are American Indians different from
non—American Indians at treatment entry on
general characteristics and problem severity?
and (2) How do substance abuse treatment
outcomes differ among American Indians and
non—American Indians? Given the current lit-
erature on the need for culturally appropriate
services?®?' and substance abuse severity
among some American Indian populations,
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we hypothesized that compared with other
patients, American Indians would present
more severe problems, particularly with alco-
hol; leave treatment earlier; and demonstrate
less favorable outcomes at follow-up.

Study Design

The California Treatment Outcome Project
was a multisite prospective treatment out-
come study® that was part of the national
Treatment Outcomes and Performance Pilot
Studies Enhancement, funded by the Center
for Substance Abuse Treatment. Beginning in
April 2000, data were collected over 2 years
from all adults (n= 17 770) consecutively ad-
mitted to 43 programs in 13 California coun-
ties. Criteria for selecting the participating
sites included demographics, patient flow, au-
tomation readiness, familiarity with assess-
ment tools, geographic location, and project
commitment. The programs represented all
major modalities available in California, cov-
ered wide geographic locations, and included
both urban and rural areas.
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Patients participating in CalTOP were as-
sessed at admission, and a subset was inter-
viewed 3 and 9 months postadmission. Ad-
ministrative records were obtained for the
entire admission sample covering at least 12
months pre- and postadmission. The follow-
up rates for the 3- and 9-month interviews
were 90% and 78%, respectively. (See Hser
et al.?? for details.)

There were 368 American Indians treated
in 39 CalTOP programs (21 outpatient, 14
residential, 4 narcotic replacement), mostly
in El Dorado County (32.9%j, followed by
San Diego (14.5%), Alameda (11.9%), San
Joaquin (10.6%), and Kern (7.5%) counties.
Less than one quarter entered programs lo-
cated in the 8 remaining CalTOP counties.

Participants

A sample of 368 American Indians and
368 non—American Indians were included
in the present study. The non—American
Indians were randomly selected from the re-
maining 17402 CalTOP patients and matched
to the American Indians in terms of treat-
ment provider, primary drug problem, gen-
der, and age (+ 3 years). Among American
Indians, the mean age was 35.2 years,
51.4% were male, mean years of education
was 11.6, approximately one quarter were
employed full or part-time, and 44.6% re-
ported alcohol as their primary drug prob-
lem followed by methamphetamine (28.0%)
and marijuana (13.0%).

The 9-month follow-up rate was 70%
among American Indians and 65% among
non—American Indians. Attrition analysis of
subjects who did and did not complete the
follow-up interview revealed no significant dif-
ferences in age, gender, education, treatment
modality, employment status, living circum-
stances, legal situation, or primary drug use.

Treatment Programs

Questionnaires completed by the CalTOP
program directors provided information on
program characteristics. The “typical” treat-
ment facility had been in operation for more
than 18 years, was part of a larger organiza-
tion, and had an average daily census of
116 patients (a median of 50). All were pri-
marily drug treatment programs, and most
had a mixture of public and private funding.
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Organizationally, most programs were 1 of
several sites under a parent organization
(72.1%) and some were independent organi-
zations (16.3%) or part of a larger entity (e.g.,
20.9% community-based, 9.3% hospital or
other healthcare, 7.0% criminal justice). Most
programs offered admission assessment and
both individual and group alcohol and drug
counseling. Because CalTOP focused on stan-
dardized measures across programs, limited
data on program- or culture-specific informa-
tion were collected. Thus, we do not know
whether any of the 39 programs included in
the present analysis offered special services
for American Indians.

Patient Assessment and Follow-up
Procedures

Study protocols and informed consent
procedures were approved by 2 human sub-
jects protection committees (at the University
of California Los Angeles [UCLA] and the
State of California Health and Human Ser-
vices Agency), and a federal Certificate of
Confidentiality was obtained to further safe-
guard data.*

All patients were assessed at admission
and discharge, and their administrative rec-
ords were obtained. Subsets were inter-
viewed 3- and 9-months postadmission.
Treatment staff conducted informed consent
and an in-person assessment with entering
adult patients as part of the normal adminis-
trative process. Telephone follow-up inter-
views were conducted by UCLA-trained in-
terviewers (representing Asian, Hispanic, and
White racial/ethnic backgrounds). Each in-
terview lasted approximately 30 minutes;
responses were entered into a computer and
checked for internal consistency; and pa-
tients were paid $10 for the first interview
and $15 for the second.

Official records on arrests, driving while
under the influence of alcohol or drugs (DUI),
and mental health care were obtained from
the California Department of Justice, the Cali-
fornia Department of Motor Vehicles, and the
California Department of Mental Health.

Instruments and Measures

Treatment outcomes were based on the
Addiction Severity Index (ASI) and records
extracted from administrative data sources.
Administered at treatment admission and

9 months postadmission, the ASI is a struc-
tured interview that assesses problem severity
in 7 areas (alcohol use, drug use, employ-
ment, family and social relationships, legal,
psychiatric, and medical status) and has been
validated with diverse populations in a wide
variety of settings.***® A composite score can
be computed for each scale to indicate sever-
ity in that area; scores range from O to 1 with
higher scores indicating greater severity. In
the logistic regression predicting outcomes,
we included ASI scores multiplied by 10 to
ease interpretation of odds ratios. Official rec-
ords provided information on arrests, DUIs,
and mental health care received in the 12
months after treatment admission.

Treatment retention was based on treatment
records reported to the state database, and
was defined as the number of days between
program admission and discharge. For those
without discharge records, we calculated
length of stay from admission to the last day
receiving services.

Treatment satisfaction was indicated by 3
measures at the 3-month follow-up that as-
sessed patients’ satisfaction with the program
(7 items), services (12 items), and counseling
relationships (3 items).?® Satisfaction levels
were rated with a 1-to-5 Likert scale, with
higher scores indicating greater satisfaction,
and a mean score for each of the 3 domains
was calculated.

Services received was measured with the
Treatment Services Review,”” which gath-
ered information on the number of profes-
sional services and discussion or counseling
sessions that were received in each of the 7
ASI domains. Service intensity is the sum of
the number of times that a patient received
services (either in program or out of pro-
gram through referrals) in the first 3 months
of treatment.

Statistical Analysis

Group differences in pretreatment charac-
teristics were examined using x tests for cate-
gorical variables and ¢ tests for continuous
variables (e.g, age, years of education, and
ASI composite scores). Postireatment outcome
differences were examined with 3 types of
analyses. We used paired ¢ tests to assess
whether changes in ASI composite scores
from admission to follow-up were significantly
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TABLE 1-—-Characteristics of Overall CalTOP Sample, American Indians, and Comparison
Group at Treatment Admission: Californla, 2000-2002

CalToP American Comparison
(n=17770) Indians (n=368) Group (n=368)

Mean age (SD) 355(9.9) 352(9.7) 34.9(9.5)
Male, % 574 514 514
Race, %

Native American 24 100.0 s

White 53.6 68.2

Hispanic 229 174

African American 16.8 12.0

Asian 31 11

Other 1.2 1.3
Education, % or mean

Less than high school 338 384 31.8

High school 444 419 485

More than high school 218 19.6 19.6

Mean years of education (SD) 11.8(2.1) 11.6 (1.8) 11.7(21)
Modality, %

Residential®® 305 49.7 49.7

Outpatient drug-free 64.0 415 415

Narcotic replacement 55 2.7 21
Employment status, %

Employed (full- or part-time)®© 334 25.2 336

Unemployed 236 239 19.2

Not in the labor force 429 50.8 470
Have children < 18 years of age® 58.4 675 58.2
Homeless, %’ 159 15.8 201
Married, %’ 193 198 152
Legal status, %

None 448 45.2 49.1

Probation or parole 55.1 548 509
Primary drug, %

Mcohol®® 214 446 446

Amphetamine 330 28.0 280

Marijuana 11.6 13.0 13.0

Heroin 15.0 84 8.4

Cocaine 111 5.4 54

Other 19 0.5 0.5
Frequency of primary drug use, %

No use 479 49.7 49.2

1-3 times in past month 15.6 14.7 16.3

1-2 times in past week 8.7 8.2 16

3-6 times in past week 121 114 10.6

Daily 15.7 16.0 16.3
Alcohol use indicators 30 days prior to admission, %

Used alcohol” 433 444 496

Used alcohol to intoxication® 248 323 322

Experienced alcohol problems®® 38.1 52.6 48.0

Continued
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different from zero. Next we applied analysis
of covariance to examine the interaction be-
tween the group variable (American Indians
vs control individuals) and ASI composite
scores. Statistical significances on main and in-
teraction effects were examined with F tests.

Finally, we applied logistic regression anal-
ysis to examine the occurrence of arrest and
mental health services utilization after admis-
sion. Main covariates in each logistic model
included group type (American Indians vs
controls) and occurrence of an arrest or men-
tal health services utilization before admis-
sion. Other controlling covariates included de-
mographics, legal status, treatment modality,
primary drug, and admission ASI composite
scores. Statistical significance on odds ratios
for each covariate was evaluated by Wald x*
test. All differences presented are significant
at P<.05, unless noted otherwise.

RESULTS

Pretreatment Characteristics

Compared with the overall CalTOP sample
(Table 1), more American Indians received
residential care (49.7% vs 30.5%; P<.05),
fewer were employed (25.2% vs 33.4%; P<
.05), and more reported alcohol as the pri-
mary drug problem (44.6% vs 27.4%; P<
.05), using alcohol to intoxication before
treatment (32.3% vs 24.8%; P<.05), and
experiencing more alcohol-related problems
(52.6% vs 38.1%; P<.05).

The samples of American Indians and
non—American Indians were similar on most
characteristics (Table 1). The only exceptions
are that employment at admission was signifi-
cantly lower among American Indians than
among non—American Indians (25.2% vs
33.6%; P<.05) and more American Indian
patients had children younger than 18 years
(67.5% vs 58.2%; P<.05). The 2 groups
were also similar in alcohol use and problems
during the month before admission and in the
7 ASI severity scores.

Treatment Retention

American Indians stayed more days in
outpatient drug-free (non-methadone) treat-
ment (mean= 132 days, SD=123 vs mean=
121 days, SD=121; means not significantly
different) and fewer days in residential care
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Mean ASI composite score (SD)

Alcohol® 0.18 (0.25)
Drug™® 0.12 (0.12)
Employment®® 0.68 (0.31)
Family® 0.17 (0.22)
Legal 0.16 (0.19)
Medical® 0.18(0.31)
Psychiatric®® 0.21 (0.24)

0.24(0.28) 0.24(0.28)
0.10(0.12) 0.11(0.12)
0.76 (0.27) 0.70 (0.32)
0.18(0.22) 0.20(0.22)
0.17 (0.20) 0.18 (0.20)
0.17(031) 0.22(0.32)
0.24 (0.25) 0.26 (0.25)

(mean=46 days, SD=52 vs mean=66 days,
SD=91; means significantly different at <.01).
About half of patients in both groups either
stayed for 90 days or more or completed
treatment (53.0% for American Indians and
53.8% for non—American Indians; not signifi-
cantly different).

Treatment Satisfaction and Services
Received

Table 2 shows that patients in both groups
were similarly satisfied with their freatment
program, counselor, and services received.
The total mean number of services received
was also equivalent (mean=165.0 services,
SD=139.6 for American Indians vs mean=
182.0 services, SD=191.1 for non—American
Indians). Patients in both groups primarily re-
ceived services related to use of drugs (mean=
75.1 services, SD=53.3 vs mean=78.4 ser-
vices, SD=96.8) and alcohol (mean=>55.8
services, SD=64.8 vs mean="71.3 services,
SD=100.1), some services dealing with men-
tal illness (mean=18.0 services, SD=474 vs
mean=12.6 services, SD=21.2), and much
fewer services addressing medical problems,
family conflicts, legal issues, or employment.
None of these group differences was signifi-
cantly different.

Further analysis revealed that most ser-
vices were received within 1 program, al-
though American Indians got significantly
less care through referrals to other programs
(mean=14.3 services, SD=39.6 vs mean=
32.1 services, SD=82.2; P<.05), especially
those that were related to alcohol use (mean=
5.3 services, SD=20.3 vs mean=13.6
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Note. CalTOP= California Treatment Qutcome Project; ASI =Addiction Severity Index.

?Differences were significant between American Indians and the overall CalTOP sample, P<.05.
®Differences were significant between the comparison group and the overall CalTOP sample, P<.05.
° Differences were significant between American Indians and the comparison group, P<.05.

services, SD=42.5; P<.05). American Indi-
ans also received significantly fewer individ-
ual counseling sessions (mean=19.3 sessions,
SD=25.1 vs mean=28.8 sessions, SD=
44.9; P<.05) particularly when addressing
alcohol use (mean=23.3 sessions, SD=6.4 vs
mean= 9.6 sessions, SD=21.8; P<.05), al-
though they did get more group sessions to
address psychiatric problems (mean=3.4
sessions, SD=13.7 vs mean=0.8 sessions,
SD=2.7; P<.05).

Given the significant differences found
between the 2 groups in terms of treatment
retention and service intensity, we conducted
regression analyses to examine whether service
intensity affected treatment retention and if the
interaction of service intensity and American
Indian ethnicity impacted retention (data not
shown). After we controlled for occurrence of
previous arrests, DUIs, and mental health ser-
vices utilization, the interaction of American
Indian ethnicity and service intensity was sig-
nificant for both individual and group sessions.
Although service intensity was not related to
retention for non—American Indians, increased
service intensity for either individual or group
services was positively related to treatment re-
tention among American Indians in residential
care. Although treatment retention in residen-
tial care was shorter for American Indians,
increasing the number of individual sessions
by 1 increased the stay in residential care by
1.4 more days for American Indians than for
non—American Indians. Similarly, increasing
the number of group sessions by 1 increased
retention by 0.98 more days for American
Indians than for non—American Indians.

Treatment Outcomes

ASI composite scores. Changes after treat-
ment admission are succinctly summarized by
the ASI composite scores and, as shown in
Table 3, patients in both groups improved in
all but 1 of the areas measured (improvement
in the medical domain was not statistically
significant). The analysis of covariance test on
ASI composite scores at follow-up found no
significant differences between American In-
dians and non—American Indians when we
controlled for ASI scores at admission.

Alcohol use. Alcohol use and related prob-
lems decreased for both groups after treat-
ment admission (data not shown). Whereas
31.2% of American Indians reported alcohol
use in the 30 days before treatment, only
16.9% reported alcohol use at follow-up.
Similarly, alcohol use to intoxication among
American Indians dropped from 23.4% to
7.7%. Non—American Indians also displayed
a decrease in alcohol use (from 50.9% to
20.2%) and use to intoxication (from 33.3%
to 10.1%). In the same time period, problems
related to alcohol use dropped by more than
one third for both groups—from 48.4% to
13.9% among American Indians and from
50.0% to 7.4% among non—American Indi-
ans. None of the above changes from admis-
sion to follow-up were statistically significant
between the 2 groups.

Arrests. In the year before treatment admis-
sion, 36.9% of American Indians and 42.1%
of non—American Indians had been arrested.
Arrests decreased for both groups during the
12 months after treatment admission (22.2%
for American Indians and 33.4% for non—
American Indians). The percent of American
Indians arrested after admission demon-
strated a reduction rate of 14.7%, whereas
the reduction rate among non—American In-
dians was 8.7% (data not shown). Table 4
shows how the odds of being arrested varied
across several characteristics. American Indi-
ans were significantly less likely to be ar-
rested after admission. Arrests were less likely
to occur among older patients and those in
residential treatment. Patient characteristics
that increased the likelihood of arrest were
prior arrest history, being male, homelessness,
use of illegal drugs (cocaine, heroin, ampheta-
mine, or marijuana) rather than alcohol, and
severe drug or family problems.
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TABLE 2—Treatment Satisfaction and Service Intensity Among American Indians
and Comparison Group: California, 2000-2002

American Indians (n=116)* Comparison Group (n=136)°
In Program Out of Program Overall In Program Out of Program Overall
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD)
Treatment satisfaction
Program 43(0.43) 4.4(0.70)
Counselor 4.3(0.51) 4.2(0.93)
Services 4.0 (0.56) 4.1(0.78)
Service intensity
Alcohol 50.4 (60.8) 53" (20.3) 55.8 (64.8) 57.7(78.4) 13.6° (42.5) 71.3(100.1)
Individual 3.2°(6.4) 0.1 (0.6) 3.3°(6.4) 7.7°(18.3) 1.8(11.9) 9.6°(21.8)
Group 8.4 (15.0) 0.8(8.3) 9.2 (18.1) 10.8(20.2) 1.7(11.1) 12.5(25.7)
Drug 70.8 (50.3) 4.3(22.8) 75.1 (53.3) 66.4 (85.0) 12.0 (43.3) 78.4 (96.8)
Individual 9.5(10.2) 0.1(0.6) 9.6(10.1) 9.7(18.3) 1.6 (10.5) 11.2(20.5)
Group 236(17.9) 0.3(2.8) 239(17.8) 19.3(25.6) 24(13.5) 21.7(29.1)
Employment 1.7(5.2) 0.4(2.0) 2.1(6.7) 39(17.4) 0.9(4.7) 4.7(18.8)
Individual 0.5(1.7) 0.1(1.1) 0.6 (2.6) 12(1.8) 0.1(0.6) 1.3(7.8)
Group 0.7 (3.6) 0.1(1.1) 0.8(3.7) 0.6 (2.4) i 0.6 (2.4)
Family 5.4 (21.5) 0.4(29) 5.8(21.6) 4.2(10.8) 0.8(4.1) 5.0 (11.8)
Individual 1.8(9.6) 02(1.4) 20(9.7) 1.6(4.7) 0.3(1.7) 1.9(5.0)
Group 1.3(6.0) - 1.3(6.1) 0.7 (2.8) 0.04 (0.4) 0.7(28)
Legal 22(33) 0.1(0.3) 22(3.4) 1.9(6.3) 0.6 (3.5) 25(9.3)
Individual 0.8(0.8) 0.01(0.1) 0.8(0.8) 0.6(1.3) 0.3(26) 1.0(3.2)
Group 0.5(2.5) - 0.5(2.5) 0.4 (2.6) 0.04 (0.5) 0.4(2.7)
Medical 0.8 (3.6) 3.0(9.6) 3.7(11.9) 1.2(3.1) 1.8(32) 29(5.3)
Individual 0.3(1.3) 0.2(1.3) 0.4(1.8) 0.6(1.7) 0.3(1.2) 09(21)
Group 0.4(2.9) 05(3.8) 0.9(5.4) 0.3(1.6) o 0.3(1.6)
Psychiatric 17.4 (47.3) 0.6 (3.6) 18.0 (47.4) 11.2(20.8) 14(4.4) 126 (21.2)
Individual 2.4(9.4) 0.1(1.1) 25(9.4) 26(6.2) 0.3 (1.5) 29(6.3)
Group 34°(13.7) r 3.4°(13.7) 0.8°(2.7) i 0.8"(2.7)
Total 150.8 (126.5) 14.3" (39.6) 165.0 (139.6) 150.0 (162.4) 32.1°(82.2) 182.0 (191.1)
Individual 185 (24.9) 0.7°(2.8) 19.3°(25.1) 240 (40.2) 4.7°(21.4) 28.8° (44.9)
Group 38.4 (35.6) 1.6 (10.5) 40.0 (36.5) 32.8 (40.7) 4.2(23.4) 37.1(51.3)

®0nly patients who had data at admission and at 3-month follow-up were included in the analysis (i.e., 116 American Indians and 136 patients in the comparison group).

¢ tests on differences were significant between American Indians and the comparison group, P<.05.
°t tests on differences were significant between American Indians and the comparison group, P<.01.

Some differences were observed between
the 2 groups in the type of arrest offense
(data not shown). Significantly fewer Ameri-
can Indians had been arrested for a property-
related offense (5.7% vs 12.7%; P<.01) be-
fore treatment, whereas about one quarter in
both groups had been arrested for a drug-
related offense or an “other” public offense
such as vagrancy, public intoxication, or
vandalism. There was a reduction in these
arrests across types for both groups. Logistic
regression analyses showed that American
Indians were significantly less likely (P<.01)
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to be arrested for “other” public nuisance
offenses but were similar to non—American
Indians in arrests related to property, vio-

lence, or drugs.

About 7% of individuals in both groups

had been arrested for a DUI in the year be-
fore treatment admission, but in the year
after treatment admission American Indians
had about half the number of DUI arrests
as non—American Indians (1.8 % vs 4.5%),
although this difference was not statistically
significant. Logistic regression showed

that men were 3.9 times more likely to

be arrested for a DUI than were women
(Table 4).

Mental health services utilization. About
17% of patients in both groups received men-
tal health services in the year before treat-
ment admission; this increased by 3.8% for
both groups in the year following admission.
Logistic regression analysis showed that men-
tal health services utilization after admission
was significantly correlated with services uti-
lization before admission, placement in non-
residential substance abuse treatment, and
medical or psychiatric illness.
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and group services) was critical for increas-
ing treatment retention among American In-
dians in residential care. Other studies have
also indicated that greater service intensity
and treatment satisfaction are positively re-

TABLE 3—Problem Severity at Admission and 9-Month Follow-Up Among American Indians
and Comparison Group: Addiction Severity Index Composite Scores, California, 2000-2002

American Indians (n=65°) Comparison Group (n=109%

Admission Score Follow-up Score Mean Admission Score  Follow-up Score Mean

Mean (SD) Mean (SD) Change Mean (SD) Mean (SD) Change lated to either treatment completion or
Alcohol 0.21(0.28) 004(012)  -017° 0.24(0.28) 005(0.15)  -0.19° longer retention, which, in turn, has been
Drug 0.07 (0.11) 0.02(0.05  -0.05 0.09 (0.11) 002(006)  -0.07 related to favorable treatment outcomes.”®
Employment 0.74(0.28) 059(033)  -0.15° 0.71(0.31) 054(032)  -0.47° This principle, in conjunction with our find-
Family 0.20 (0.24) 007(0.13)  -013° 0.24 (0.23) 012(020)  -0.12° ings, suggests that American Indians would
Legal 0.15 (0.18) 004(012)  -041° 0.16 (0.21) 003(0.41)  -013° benefit from a more intense level of services
Medical 0.23(0.35) 020(0.34)  -0.03 0.22(0.32) 021(0.35  -0.01 that cover not just substance abuse but other
Psychiatric 0.25 (0.25) 016(022)  -0.09° 0.25(0.23) 015022)  -0.10° problems as well.

DISCUSSION

Our study led us to reject our hypotheses
that compared with other patients of similar
gender, age, primary drug problem, and treat-
ment facility, American Indians entering
California’s alcohol and drug treatment pro-
grams would present more severe problems
and demonstrate less favorable outcomes at
follow-up. Instead, we found that problems
were similarly severe among American Indi-
ans and non—American Indians and that both
groups demonstrated reductions in problem
severity across multiple domains. Notably,
American Indians in our sample demon-
strated better outcomes than non—American
Indians in terms of reduced “public nuisance”
arrests after treatment admission.

The pattern of improvements observed in
our sample contrasted with previous studies
on longitudinal treatment outcomes among
American Indians. Our results, however, are
consistent with those observed among the
overall CalTOP sample®? and among samples
reported on by other general studies.?®™' Al-
though direct comparisons are precluded by
pretreatment differences, the improvements
among American Indians are similar to
changes observed among the overall CalTOP
sample. For example, the overall sample and
American Indians demonstrated significant
reductions in problem severity in all 7 ASI
domains at follow-up (with the exception that
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Note. Analysis of covariance test on Addiction Severity Index composite scores at follow-up with control for score at
admission found no significant differences between American Indians and the comparison group, P<.05.

®0nly patients who had Addiction Severity Index composite scores at admission and at 9-month follow-up were included in
the analysis (i.e., 65 American Indians and 109 patients in the comparison group).

bPaired ¢ test on “mean change” was significantly different from zero, P<.05.

the reduction in medical problems for Ameri-
can Indians was not statistically significant).
Similarly, like the overall sample, American
Indians showed decreases in the occurrence
of DUIs and arrests and an increase in utiliza-
tion of mental health services 1 year after
treatment.

Although lacking program- and cultural-
specific information, the present study pro-
vided some measures of treatment process.
Our hypothesis that American Indians would
leave treatment earlier was partially sup-
ported. About half of patients in both groups
stayed in treatment for the amount of time
needed to maximize the benefits of treatment.
Both groups also received comparable ser-
vices and were generally satisfied with the
treatment program, counselor, and services.
However, American Indians treated in resi-
dential programs had significantly shorter re-
tention than non—American Indians. Ameri-
can Indians also received fewer individual
counseling sessions. Finally, despite greater
unemployment among American Indians be-
fore treatment admission, they did not receive
more services for employment problems;
employment services were minimal for both
groups. Attention to these discrepancies may
facilitate greater improvement in outcomes
for both groups, and particularly for the
American Indians.

Importantly, our study demonstrated that
greater service intensity (for both individual

Implications for our findings need to be
discussed within the context of a few limita-
tions. For example, the agencies participating
in CalTOP were not randomly selected and
alcohol-only programs were excluded. It is
therefore possible that the observed patterns
are not generalizable to other programs that
do not provide similar services. Also, the relia-
bility and validity of self-reported information
is uncertain. In addition, administrative data
were drawn only from records maintained by
the State of California, and so events that may
have occurred in other states were not stud-
ied. Furthermore, insufficient treatment pro-
gram information was gathered, limiting our
ability to identify or investigate culturally
specific components of treatment. Finally,
American Indians are a heterogeneous popu-
lation with differences among tribal groups.
Although patients self-identified as American
Indian, their involvement with American In-
dian cultures was not ascertained.

Although our analysis was limited to the in-
formation that had already been gathered by
CalTOP, data were collected in real-world set-
tings using standardized procedures and in-
struments, permitting comparisons across di-
verse groups and thus presenting a unique
opportunity to assess relevant issues among
American Indians. National reports show that
American Indian populations suffer more
from substance abuse and related health con-
sequences compared with other racial/ethnic
groups.l'32 Moreover, American Indians have
limited access to quality health care®® and,
along with other minorities, are more likely to
underutilize or be disconnected from regular
sources of care and the health care system
overall.>** Thus, it is important to under-
stand how American Indians are impacted by
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the substance abuse treatment services that
they utilize.

Our study represents the first to document
the health, social, economic, and legal out-
comes for American Indians served by diverse
substance abuse treatment programs in sev-
eral California counties. It is encouraging that
American Indians in our sample decreased
their rates of drug and alcohol use and made
improvements in other areas impacted by sub-
stance abuse. These nonspecialized substance
abuse treatment programs were able to ad-
dress the needs of their American Indian pa-
tients, although the type and intensity of ser-
vices offered could be improved. Further
examination is needed to understand how fac-
tors such as culture, ethnicity, geography, and

May 2006, Vol 96, No. 5 | American Journal of Public Health

TABLE 4—Logistic Regression Models Predicting Arrests, DUIs, and Mental Health Services
Utilization During 12 Months After Treatment Admission In California, 2000-2002 (n=736)
Mental Health
Amests, OR  DUIs,0R  Sewices, OR
Occurrence of arrests, DUIs, or mental health services utilization during 3.6** 11 19.5*+
12 months prior to treatment admission (vs no occurrence)
American Indians (vs comparison group) 0.5** 0.4 11
Age’® 0.9*+ 1.0 1.0
Male (vs female) 1.5* 3.9* 0.8
High school graduate or higher (vs less than high school) 0.7 0.8 1.2
Residential treatment (vs outpatient or methadone maintenance) 0.4** 0.8 0.6*
Employed (vs others) 1.0 0.8 0.8
Have children aged <18 years (vs do not have any children aged < 18 years) 1.3 0.7 1.3
Homeless (vs not homeless) 2.1% 0.4 09
Married (vs other marital status) 11 19 0.6
Legal status (vs no legal status) 1.2 1.2 0.7
Primary drug
Cocaine (vs alcohol) 45%+ 0.8 0.8
Heroin (vs alcohol) 3.0** 15 1.0
Amphetamine (vs alcohol) 2.0* 0.1 0.9
Marijuana (vs alcohol) 1.9+ 0.5 18
Addiction Severity Index composite scorex 10° (at admission)
Alcohol 11 11 1.0
Drug 1.2+ 11 11
Employment 1.0 .0 1.0
Family 1.1*+ 11 1.0
Legal 1.0 1.9 1.0
Medical 1.0 11 1.2+
Psychiatric 09 09 121+
Note. DUI=record of driving while under the influence of alcohol or drugs; OR = odds ratio.
®0R represents a 1-year change in age.
®OR represents a 10-unit (or 0.1) change in composite score.
*P<.05; **P<.01 (x” test on estimate of OR).

acculturation within mainstream American so-
ciety affect American Indians’ responses to
treatment. W
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